Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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War and poverty are 'extraordinary conditions created by human intervention' and 'preventable public health problems. ' War and poverty have many negative effects on human health, especially women's health. Health problems arising due to war and poverty are being observed as sexual abuse and rape, all kinds of violence and subsequent gynecologic and obstetrics problems with physiological and psychological courses, and pregnancies as the result of undesired but forced or obliged marriages and even rapes. Certainly, unjust treatment such as being unable to gain footing on the land it is lived (asylum seeker, refugee, etc.) and being deprived of social security, citizenship rights and human rights brings about the deprivation of access to health services and of provision of service intended for gynecology and obstetrics. The purpose of this article is to address effects of war and poverty on the health of reproduction of women and to offer scientific contribution and solutions. in episiotomy group and 28.4 years in non-episiotomy group, with a significant difference between them. No significant relationship was found between episiotomy and place of residence, occupation or race. However, the relationship between episiotomy and mother's education was significant. Neonatal head circumference was 34.2 ± 4.16 cm in episiotomy group and 34.51 ± 2.42 cm in non-episiotomy group. No significant relationship was observed between episiotomy and neonatal head circumference (P = 0.146), instrumental deliveries (P = 0.401), presence of a physician (P = 0.403), birth weight (P = 0.935) or gestational age (P = 0.173) ( Table 2 ). Of the 978 participating women, 572 (58.5%) had no episiotomy, of whom 339 (59.3%) had intact perinea, 209 (36.5%) had first degree tear, 24 (4.2%) second degree tear and none had third or fourth degree tear. Overall frequency of third degree tear was reported in 3 cases (0.3%) and all were in episiotomy group (two cases in primiparous and one in multiparous women). No fourth degree tear was observed. Overall prevalence of intact perinea was 34.7% (339 women).
Of 978 participants with vaginal childbirth, 431 women (44.06%) were nulliparous, 372 (38.03%) were with one previous live childbirth, 139 (14.21%) with two and 36 (3.68%) with three or more childbirths. Of the 431 nulliparous women 289 (67.1%), and of women with one childbirth experience 28.5% and women with two childbirth experiences 7.9% underwent episiotomy. A significant relationship was found between use of oxytocin to induce and accelerate delivery and episiotomy (P = 0.000). Oxyment of childbirth, pleasant labor experience, promotion of maternal and neonatal health and the requirement to practice the 10 measures of mother-friendly hospitals in the country, this study was conducted to determine the prevalence of episiotomy and associated factors in Shahroud city, to find a solution to reduce episiotomy to less than 10% as recommended by the World Health Organization (WHO).
Materials and Methods
This descriptive cross-sectional study was conducted to determine the prevalence of episiotomy, associated demographic and obstetrics factors and reasons for episiotomy from the perspective of obstetricians from 7 October 2014 and 6 April 2015. Study population consisted of all pregnant women admitted to Fatemieh Teaching hospital in Shahroud (the only public hospital with maternity ward in city). Participants were selected by census sampling method. After obtaining verbal consent, data were collected from women with vaginal delivery using a four-part researcher-made questionnaire. Part one included demographic and personal details (age, education, nationality, place of residence, occupation, etc.); part two dealt with episiotomy-related obstetric factors (gestational age, parity, infant's head circumference, birth weight, duration of active phase of labor, duration of the second stage of labor, etc.); part three asked about birth method (with or without episiotomy, assisted child birth); and part four assessed midwives details and reasons for episiotomy in their opinion. Ten senior midwifery students were trained by the researcher on how to complete questionnaires, interview parturient and record data from childbirth files. The presence of one midwifery student was scheduled in every shift to collect the data from admission of parturient to the end of the third stage of labor through interview, observation and delivery records. Validity of questionnaire was ensured using content validity by an opinion survey from nine specialists and faculty members of Shahroud University of Medical Sciences and reliability was determined by comparing data from 20 parturient and childbirth data in official hospital records.
Statistical Analysis Data were analyzed in SPSS 21 using descriptive statistics and chi-square, t test, and logistic regression analysis. tocin was administered to 672 out of 978 participants to induce and accelerate natural birth, of whom, 338 women (50.3%) underwent episiotomy and only 22.3% of women that had not received exogenous oxytocin during childbirth underwent episiotomy. A significant relationship was also observed between use of analgesics to relieve labor pain and episiotomy. Of 978 participants, 185 received analgesics for pain relief, of whom, 100 women (54.1%) underwent episiotomy. Episiotomy was also found significantly related to birth spacing (P = 0.0001) and mean spacing between current and previous childbirth was 1.61 years in episiotomy group and 3.27 years in non-episiotomy group (Table 2) . In other words, episiotomy reduced with increasing birth spacing. A significant relationship was found between vacuum delivery and increased episiotomy (P = 0.0001), so that episiotomy was performed in 11 out of 12 vacuum deliveries. Among significant variables and those with P<0.1 in univariate analysis, parity (P < 0.0001), oxytocin (P<0.0001), first minute Apgar score (P < 0.0001), infant's head circumference (P < 0.0001) and birth spacing (P = 0.043) were considered predictors of episiotomy. Odds ration In the opinion of midwives, reasons for performing episiotomy included prophylaxis (58.1%), short perinea (30%), fetal distress (7.6%), no obvious reason (2.7%) and device assisted childbirth (1.5%) and the most common reasons were prophylaxes and short perinea. Analysis of multiple predictors of episiotomy was performed using forward LR multivariate logistic regression method.
Results

This
Discussion
The frequency of episiotomy was found 41. (5,6). The frequency of episiotomy was significantly less compared to previous studies conducted in Iran, which suggests greater awareness of risks involved according to evidence-based clinical guidelines. As an independent variable, low maternal age was associated with increased episiotomy, such that mean maternal age was 25.79 years in episiotomy group and 28.4 years in non-episiotomy group. In agreement with the present study, a study by Carvalho et al in Brazil showed mean age of mothers 24.7 years in episiotomy group and 24.7 years in non-episiotomy group (11) . Other studies have also shown a relationship between younger maternal age and increased risk of episiotomy (5, 12, 13) . In the present study, logistic regression results confirmed oxytocin as a predictor of episiotomy (OR = 2.874). In separate studies in Brazil by Christianson et al (12) and Braga et al (14) , a significant relationship was found between inducing labor with oxytocin and increased frequency of episiotomy, which disagreed with Carvalho et al study (11) . In the present study, birth weight was 3132 ± 458 g in episiotomy group and 3135 ± 537g in non-episiotomy group, with no significant difference between them (P = 0.935), which is in agreement with Carvalho et al (11) and disagreement with Izuka et al studies (15) . In the present study, mean first minute Apgar score was (8.21 ± 0.77) in episiotomy group and (8.86 ± 1.09) in non-episiotomy group, with significant difference between them (P = 0.0001). In Izuka et al study, 21 .7% of infants in episiotomy group and 15.1% in non-episiotomy group had Apgar scores less than 7, with a significant difference between them (15) . In the present study, during labor, all women were in lithotomy position. Parturient lying in prone position during labor is rooted in midwives' and doctors' comfort rather than in scientific basis (16) . Research in Iran shows lithotomy position of mothers in the second stage of labor is associated with an increased episiotomy and perineal trauma while the left lateral position (17) and sitting position (18) reduce the amount of episiotomy. In a systematic review study by Cochrane Library, episiotomy was less performed in upright positions (19) . A positive point in the present study was assessment of the relationship between birth spacing and frequency of episiotomy which had not been investigated in other studies. Hence, appropriate birth spacing can probably reduce episiotomy, which is hoped to be further studied in future.
In our study and the study of Khani (20) in Sari (northern Iran) all cases of severe perineal tears in episiotomy were observed. In this study prophylaxis and prevention of severe perineal tear were mentioned as the most common reasons for episiotomy; consultations with delivery agents as well as increasing their skills are recommended. In this study, the majority of mothers used Valsalva maneuver for pushing in the second stage of labor. Studies in Iran have shown pushing with breathing techniques instead of Valsalva maneuvers is one of the effective solutions to reduce episiotomy (21) (22) (23) . Therefore, it is necessary to reduce unnecessary interventions during labor and further research is required to provide appropriate solutions to reduce episiotomy. Considering that according to the WHO episiotomy should be performed in less than 10% of cases of natural births (24) , hence, mothers' knowledge should be raised about the adverse consequences of unnecessary episiotomy in order to reduce its prevalence. Policy to limit episiotomy can also be effective (8) .
Conclusion
It is hoped that the results obtained can affect favorable changes in midwifery processes in Iran. Increasing midwives' skills, performing episiotomy only according to scientific indications and in limited cases, reduce unnecessary interventions during labor, providing women with information about childbirth methods in preparation classes are recommended. Further research is required to provide appropriate solutions to reduce episiotomy.
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